thiolin was performed and a Fuller-Elliot sump drain No. 30 inserted in the cavity with omentum wrapped around it. A broad-spectrum antibiotic (cephalosporin' one gram intravenously) was given intraoperatively and postoperatively for four days.
The culture swab showed no growth either aerobically or anaerobically. The histopathology report was as follows: 'Purulent material surrounded by liver cells with a wall of fibrous material intervening. PAS stain failed to reveal amoebae and gram stain for bacteria was negative. No caseation encountered. Diagnosis: acute hepatic abscess. ' Postoperatively, liver enzymes and bilirubin were mildly elevated and serum albumin was 23 g/l. A serum complement fixation test for amoebiasis was negative, the ESR being 62 mm/h.
In the early postoperative period, the patient's left-sided pleural effusion increased. This was aspirated and 400 ml of straw-coloured sterile fluid removed; 10 ml radio-opaque dye (Dionosil) injected through the aspirating needle showed no communication with the liver or peritoneal cavity. Dye was also injected through the Fuller-Elliot sump drain and showed healing of the abscess without communication with the pleural cavity.
The patient was discharged three weeks later, fully recovered.
Discussion
Pyogenic liver abscess is found in about 1% of postmortem examinations2. The rarity of the condition and the nonspecific clinical presentation make the diagnosis difficult3. The mortality rate approaches 100% in untreated cases'.
The factors influencing the prognosis of pyogenic liver abscess are: early diagnosis and treatment5; the morphology of the abscess, i.e. single or multiple; the presence ofjaundice, hypoalbuminaemia and old age. Associated pulmonary or peritoneal complications are poor prognostic features6. In one series6 the mortality rate was 71% in patients with multiple abscesses, and 8% in patients with a single abscess, treated with antibiotics and surgical drainage. This is because in multiple abscesses it is difficult to locate and drain all the lesions6.
Multiple pyogenic liver abscesses are usually spread throughout the liver5'6, in contrast to the present case where there was a single, multiloculated, sterile abscess in the left lobe of the liver which ruptured spontaneously and was treated with drainage and antibiotic.
A clinical suspicion of liver abscess, aided by technetium scintiscan7, ultrasound8, or CT scan7'9, helps to lead to earlier diagnosis and more successful management of a frequently fatal condition.
Percutaneous catheter drainage has recently been recommended for the treatment of single or multiple liver abscesses10-12, using CT scan for diagnosis and sonography as a guide for drainage. However, laparotomy, drainage and antibiotics remain the treatment of choice in cases of spontaneous rupture of liver abscess with peritonitis'2"l3 We describe the unusual presentation of a malignant abdominal apudoma arising in the pancreas. Long-term complete palliation followed surgical, chemotherapeutic and radiotherapeutic treatment.
Case report
A 61-year-old woman presented in April 1980 with a one-year history suggestive of biliary disease. There were no abnormal physical signs. An oral cholecystogram showed normal appearances apart from a 'constant fixed mural defect after contraction'. Gastroduodenoscopy showed moderate reflux oesophagitis without evidence of hiatus hernia, and biopsies showed heterotopic gastric mucosa in the duodenum. No malignant cells were seen.
At operation, the gallbladder was not grossly abnormal but there was a 2cm diameter mass in the head of the pancreas next to the duodenal wall. Biopsy of this mass showed tumour cells in the adventitia of a large artery and in the fibrous stroma. The primary source was uncertain but the few cells present were consistent with a pancreatic primary. The presence of tumour cells in the arterial wall and in the fibrous stroma suggested that radical surgery would be inappropriate and the patient was therefore seen at short intervals in the outpatient clinic.
In December 1980 a mass was found in the left hypochondrium and a CT scan suggested carcinoma ofthe left kidney involving the left adrenal and para-aortic nodes. At operation on 9 February 1981, a tumour was found apparently in the left kidney. The lesion involved the spleen and the left adrenal gland and para-aortic nodes. The left kidney, spleen, left adrenal gland and part of the para-aortic mass were removed. The specimen showed that although the tumour came into contact with the renal capsule, the renal parenchyma was not involved.
Histologically the tumour had an indistinct alveolar pattern with solids nests of rather uniform oval cells separated by fine fibrovascular septa. A Grimelius stain for argyrophil granules was positive but a Masson-Fontana stain for argentaffin granules was negative. Electron microscopy demonstrated dense-core 'neurosecretory' granules. Paraffin sections were examined at the Hammersmith Hospital by Dr Julia Polak, who used an immunoperoxidase technique and found neurone-specific enolase in tumour cell cytoplasm. The pathological diagnosis was therefore apudoma1. Stains for gastrin, glucagon, pancreatic polypeptide, somatostatin, and insulin were negative.
Professor R B Welbourn's advice was sought and he saw the patient in his unit at the Hammersmith Hospital on 25 March 1981, six weeks after the primary tumour had been excised. Blood samples were analysed for neuroendocrine polypeptides in his laboratory. Marginal elevation of a pancreatic polypeptide was found, but urinary catecholamine and 5-HIAA levels were normal.
Because the patient continued to lose weight and complain of malaise, nausea and stiffness of her knees and wrists, chemotherapy was started in June 1981. A trial course of streptozotocin was considered but it was decided to begin treatment with doxorubicin 60 mg and cyclophosphamide 1 g, both given as intravenous bolus injections. The response to these drugs was immediate and satisfactory, her pain resolved, her appetite improved and she gained weight. Because residual tumour was demonstrated by CT scan in October 1981, two further courses of chemotherapy were given and the residual paraaortic disease was treated by irradiation (3000 cGy) fractionated over 21 days. A further CT scan in April 1982 showed little change in residual tumour shadow, but the patient remained well until her death from chronic obstructive airways disease in August 1985.
Discussion
Welbourn and Joffe2 have described the apudomas in detail, and stated that orthoendocrine polypeptideproducing tumours other than those secreting gastrin have not been recognized in the stomach and intestines. Those arising from the pancreas are usually multiple and benign but a few are carcinomas. In our patient neither the CT scan nor the histological features demonstrated conclusively the primary source of the lesion. The presenting symptoms, pain in the right hypochondrium, and nausea after fatty food accompanied by distension suggested biliary disease, a conclusion supported by the 'fixed mural defect' on cholecystography.
There were never any 'endocrine' symptoms, but because of the persistence of abdominal pain, weight loss, and joint pains after operation, chemotherapy was started. Doxorubicin and cyclophosphamide were chosen because objective responses to these drugs have been observed3. These drugs produced rapid resolution of her symptoms but because subsequent CT scans showed residual tumour, a course of radiotherapy was prescribed which produced further improvement.
Most apudomas are slow-growing and the disease may progress, but it is significant that this patient was relieved of symptoms for five years. There was never evidence of recurrence of her apudoma.
